This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Analysis of effectiveness
The analysis appears to have been limited to treatment completers only. Several health outcomes were assessed in the analysis: exercise duration, peak workload (Wmax), peak oxygen consumption (peak VO2), peak VO2 adjusted for age and gender, heart rate at peak exercise (peak HR), systolic blood pressure at peak exercise (peak RRsys), diastolic blood pressure at peak exercise (peak RRdia), respiratory exchange ratio at peak exercise (RER peak), serum lactate concentration at peak exercise (peak lactate), ventilatory anaerobic threshold (VAT), relative VAT (VAT as a fraction on Wmax), lipids (total cholesterol, low-density lipoprotein (LDL) cholesterol, high-density lipoprotein (HDL) cholesterol, and triglycerides) and body weight. Seven dimensions of QoL were also assessed using the RAND-36 instrument): general health, vitality, physical functioning, mental health, health change, social functioning, and bodily pain. Study groups were comparable at baseline in terms of demographics, left ventricular function, exercise capacity, and most QoL parameters. However, three parameters of QoL (mental health, vitality, and social functioning) were statistically different across the study groups.
Effectiveness results
Both programmes improved overall health conditions. However, statistically significant differences (p<0.05) between the high-frequency programme and the low-frequency programme were found in the increase of the following outcome measures: exercise duration (18% versus 12%), Wmax (both for Watt, 18% versus 12%, and Watt/kg, 19% versus 9%), VAT (35% versus 12%), and relative VAT (6% versus 0%).
The authors noted that patients who improved their VAT during high-frequency training were significantly younger than patients who did not improve, while no significant difference in age was found during low-frequency training.
In general, those who improved had better baseline exercise capacity than those who did not show any improvement at six weeks.
The variations in all the remaining outcome measures were not statistically different between the two study groups.
Both programmes improved QoL measures, but there was a trend towards a greater improvement in the high-frequency group and this difference reached statistical significance in terms of two subscales (mental health and health change).
Finally, improvements in physical functioning were significantly greater in the high-frequency group than in the lowfrequency group.
Clinical conclusions
Although many health outcomes did not differ across the programmes, the high-frequency training resulted in better improvements in some QoL categories and exercise capacity than the low-frequency programme.
Measure of benefits used in the economic analysis
Health outcomes were left disaggregated and no summary benefit measure was used, thus a cost-consequences analysis was conducted.
Direct costs
Discounting was not relevant due to the short time horizon of the study. The economic analysis included the costs of intake procedures, actual treatment (exercise training, individual counselling and education programme), and exitprocedure. Unit costs and quantities of resources were not reported. The estimation of the costs of the interventions was based on actual rates of treatment duration. The source of the cost data was not reported. Resource use was derived from the trial. The cost/resource boundary adopted in the analysis was not explicitly stated. The period of collection of data on resource use was not reported. No price year was given.
Statistical analysis of costs
Statistical analyses of costs were not performed.
Indirect Costs
Indirect costs were not included in the analysis.
Currency
Euros.
Sensitivity analysis
Sensitivity analyses were not conducted.
Estimated benefits used in the economic analysis
Due to the cost consequences approach, please refer to the effectiveness results reported earlier.
Cost results
The mean costs of intake procedures were Euro 591 and for exit procedures Euro 318.
The costs of the individual counselling were Euro 682 and for the education programme Euro 182, and were similar for both programmes.
Exercise training cost Euro 545 in the high-frequency programme and Euro 273 in the low-frequency programme.
Total costs were Euro 4,455 in the high-frequency programme and Euro 2,273 in the low-frequency programme.
Synthesis of costs and benefits
Costs and benefits were not combined as a cost-consequences analysis was performed.
